Introduction
Obesity affects over one-third of U.S. adults and costs the healthcare system an estimated 147 billion dollars annually. 1, 2 Obesity directly and indirectly impacts many chronic illnesses such as diabetes, cardiovascular disease, and certain types of cancer. 3 The most common risk factors for obesity involve
Corresponding author: Matthew Lengel, PharmD, MS, RPh Clinical Pharmacy Manager Johns Hopkins Outpatient Pharmacy Email: mlengel@gmail.com lifestyle factors such as inactivity, poor nutrition, excessive alcohol consumption, and tobacco use. While improvement of these lifestyle factors is essential for prevention and treatment of obesity and most chronic illnesses, they are often the most difficult aspects of therapy to address with patients.
In 2009, 92% of employers with 200 or more employees reported offering a workplace health promotion program (WHPP) as a strategy to prevent and treat chronic illnesses among their employees. 4 WHPPs show improvements in patient activity level, dietary choices, weight management
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2 and job satisfaction. 5, 6 As a result, the U.S. national health initiatives and Affordable Care Act strongly support and encourage the continued development and improvement of WHPPs. 7 To promote effective patient lifestyle modification within WHPPs, all healthcare professionals need to work in collaboration. However, in terms of accessibility and knowledge, few healthcare professionals are positioned in communities as well as pharmacists to assist patients with lifestyle modifications. Additionally, many studies demonstrate that pharmacists can effectively improve patient outcomes through disease specific education and coaching. [8] [9] [10] As employers look for strategies to improve utilization and impact of their WHPPs, utilizing pharmacists in innovative health promotion roles can potentially increase accessibility and effectiveness of these services.
A large, national, grocery store chain, offers a pharmacist-led fitness, nutrition, and weight management (FNWM) coaching program at no cost to overweight and obese employees within a specific benefit plan. In the program, trained pharmacists, employed at various store locations, offer individual or group coaching sessions focused on nutrition and fitness education, goal setting, and progress tracking. This FNWM coaching program is offered to employees in addition to a yearly, incentivized assessment of health risks with feedback (AHRF), in which employees receive a point of care screening, counseling, and appropriate referral(s). Generally, it is during this AHRF that referrals to the FNWM coaching program occur. Although literature reports a significant interest in meeting with a pharmacist regarding nutrition among employees, less than 1% of eligible employees participate in the aforementioned FNWM coaching program.
11 This is dramatically lower than the national average for employee participation in WHPPs, which is 11%. 4 This study investigated the barriers to utilization of an innovative pharmacist-led FNWM coaching program among eligible employees, as well as the employee expectations of such a program. While there are previously reported, general barriers to participation in WHPPs, such as privacy, lack of motivation, perception of health, and unfavorable work schedule, the setting and nature of this pharmacist-led program may present unique barriers to employee participation, such as the perception of pharmacists' capabilities as health coaches.
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Objectives
The primary objective of the study was to investigate the barriers to enrollment in a pharmacist-led FNWM coaching program. Secondary objectives were to describe what patients expect from the program in terms of settings and educational topics and to assess what patient characteristics may be associated with a higher interest in participation.
Methods
The Institutional Review Board at The Ohio State University approved this cross-sectional, descriptive study. Study participants included primary beneficiaries of an employee benefit plan that offers the pharmacist-led FNWM coaching program. Study inclusion criteria were: current members of the qualifying benefit plan, who were not currently or previously enrolled in the FNWM coaching program, and met coaching program body mass index (BMI) qualifications (BMI > 29.0 kg/m 2 or BMI ≥ 27.0 kg/m 2 with diabetes, hypertension, and/or hyperlipidemia). BMIs were calculated using self-reported heights and weights. Since, eligibility could not be assessed prior to distributing the survey, questions regarding participant's eligibility were included within the survey tool developed for the study. Only survey responses that met study inclusion criteria were included in the final cohort.
The survey questions were developed using previous literature and were reviewed by colleagues at The Ohio State University. The 25-question, electronic survey was administered using Qualtrics™, an Internet survey analysis software. All participants were asked if they had heard of the coaching program and whether they were interested in future participation. Those who had not heard of the coaching program were given a brief description prior to asking about future interest. Members, who were interested in participating in the coaching program, were asked to rate what potential barriers may limit their ability to participate in the program, while those who were not interested were asked to rate the same barriers regarding why they were not interested. Using a 0 to 100 sliding bar tool, with 0 indicating strongly disagree, 50 indicating neither disagree or agree, and 100 indicating strongly agree, participants were asked to rate the following potential barriers: already taking steps to improve health; do not have time to participate; do not see the value of meeting with a pharmacist for fitness, nutrition, and weight management; do not feel lifestyle changes are a priority; and already at a healthy weight. Additionally all participants were asked whether there were other concerns not included in the survey items and given the opportunity to provide further detail. Survey questions related to secondary objectives included expected program educational topics, perceived health benefits, visit structure/frequency preference, perception of pharmacist qualifications and willingness to participate. Finally, patient demographics were captured for all survey participants. (Appendix 1).
Members were invited to take the anonymous survey via email. Two emails were sent over a two-week period with each containing a research description, informed consent,
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3 and link to the online survey. Messages were sent through a secure email system, and the email recipient list was concealed from all recipients. Participants were allowed to withdraw at any point during the survey but respondents were offered entry into a prize drawing after completion to incentivize survey participation. All survey data remained confidential and anonymous with no connection to employee identity. Contact information was collected separate from the survey responses for the incentive drawing.
Descriptive statistics were generated for all survey items of interest. Demographics were reported both overall and broken down by whether or not the patient expressed willingness to participate in the program in the future. Continuous responses were expressed using means, medians, standard deviations and other appropriate measures of spread. Categorical responses were expressed using frequencies and percentages. All analyses were performed using SAS version 9.4, SAS Institute, Cary, North Carolina.
Results
Of the 1,130 employees emailed, 352 (31.2%) responded to the survey. One-hundred and thirty three responses were included in the final cohort after excluding those that did not meet inclusion criteria (N=211) or did not complete the survey (N=8) (Figure 1 ). Among those in the final cohort the average age and BMI were 44.3 years old and 34.1 kg/m 2 , respectively. Respondents were predominantly white (87.2%), 24.1% were pharmacists, and there was roughly an even distribution of gender (Table 1) .
Overall, 53.4% of the 133 respondents expressed interest in future participation in the FNWM coaching program and the majority of the respondents had prior knowledge of the program (75.2%). Note that 110 respondents (82.7%) had received their yearly assessment of health risks with feedback (AHRF) and of those 24% indicated they had not heard of the coaching program.
Barriers
Barrier responses were broken down by whether or not the participant expressed interest in future participation. For the purpose of this discussion, barriers with overall mean ratings above 50 (scale 0-100) were characterized as potential barriers.
As expected, respondents who were not interested in participating in the FNWM coaching program, tended to rate each barrier higher as compared to those who expressed interest. "Already taking steps to improve health" was a highly rated potential barrier among both respondents interested in future participation (mean=67.7, SD=21.8) and those not interested (mean=74.3, SD=25.1). "Lack of time" was another potential barrier among those not interested in future participation (mean=69.2, SD=27.1); however, it was not as highly rated among those interested (mean=48.8, SD=27.4). Those not interested in future participation indicated the value of a pharmacist coach as a potential barrier (52.0, SD=28.9); however, the large interquartile range (25.0-78.0) indicates that there is a large diversity of opinion regarding the utility of meeting with a pharmacist in this group. Conversely, the majority of respondents in the interested group disagreed that the value of a pharmacist coach was a barrier (mean=28.6, SD=22.1). (Table 2) .
Additionally, the majority of both groups indicated that perception of weight and lifestyle change motivation were not barriers to participation. Also, most respondents (78.2%) believed pharmacists were qualified to provide this type of coaching.
Characteristics/Expectations
When asked about setting and frequency preferences, the majority of respondents expressed preference for one-onone coaching with the pharmacist (67.7%), as opposed to group sessions (9.0%), and to meet for 15-30 minutes (78.9%) every few weeks or monthly (55.6%) at a pharmacy location (48.9%). Other potential locations included remotely via telephone or video chat (21.1%) and a classroom outside of work (15.8%). Key topics that respondents wanted the pharmacist to cover were weight management strategies (66.2%), vitamins and supplements (60.9%), and general diet and nutrition (55.6%) ( Table 3) .
When comparing demographic features between those interested in future participation and those not interested, there was a larger proportion of males (59.2%) in the interested group versus the non-interest group (45.2%). Additionally, there were more non-pharmacists (80.3% in the interested group versus 69.4% in the non-interest group) and those indicating no weekly exercise (39.4% in the interested group versus 22.4% in the non-interest group) in the interested group. Age, BMI, race, and education level were similar between those interested and not interested in future participation.
Discussion
As the pharmacy profession continues to advocate for provider status and compensation for non-dispensing patient care services, outcomes from innovative pharmacist-led programs, could offer evidence to support the profession. However, it is difficult to evaluate program outcomes without adequate patient participation. Not to mention, participation is essential for employees and employers to reap the potential health and financial benefits of WHPPs. 
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4 highlighted in our study were: "already taking steps to improve health" and "lack of time". Knowledge of patient preferences is important when considering the design of any patient care service. The majority of respondents in our study indicated interest in one-on-one sessions; however, a similar study assessing WHPP preferences showed a significant interest in group classes. 11 This difference could be due to our WHPP's focus on weight, which can be a source of embarrassment or previous discrimination in the workplace for overweight and obese patients. 12 Therefore, our study indicates WHPPs with this focus may want to emphasize private coaching sessions. Although the majority of respondents preferred meeting at the pharmacy, some did express interest in meeting remotely (via telephone or video chat). This may be a simple and effective option to improve flexibility for some patients within WHPPs. 16, 17 Our survey also showed that patients may desire general diet and weight management coaching over fitness related coaching within this FNWM coaching program. The topic of vitamins and supplements was also popular among respondents. These preferred topics may be unique to pharmacist led programs and thus might not be generalizable to programs in a different setting or using a non-pharmacist coach.
"Lack of time" as a barrier to participation is consistent with previous literature; however, "already taking steps to improve health" was unique to our study. [11] [12] [13] [14] Prior studies report that "lack of perceived need to participate" is a common barrier. However, we observed low ratings for the "I feel that I am already at a healthy weight" and "I do not feel lifestyle changes are a priority at this point" barriers. Thus, our study results may indicate that participants reporting "already taking steps to improve health" may have recognized the need for behavioral change, but preferred alternative lifestyle modification methods over FNWM coaching. People may not be aware of the potential improvement in self-efficacy and health outcomes associated with health coaching. 16, 18 Additionally, when examining successful WHPPs, those with comprehensive interventions, such as utilizing various wellness methods together, have increased participation and better outcomes. 19 Educating patients on the potentially synergistic benefits of multilevel approaches, such as using a coaching program along with other wellness methods, could help overcome this barrier to participation.
Our study supports the fact that successful WHPPs need to address the lack of time reported by employees. The best method or program structure to accomplish this is not well established; however, Healthy People 2010 supports integration of WHPPs into organizations' administrative structure. 20, 21 Programs should provide and market convenient times and locations that fit into their target employees' schedules. Some WHPPs report allowing employees to participate in the programs during work hours, which could further reduce this barrier. 22 Pharmacists are medication experts; with public acceptance, their knowledge of other important health information can be leveraged to address dietary and lifestyle causes of illness. Our study indicated that the pharmacist coach was generally not a barrier to participation. However, due to the large variation in rating among those not interested in participating, some patients may still need to be educated about the benefits of having a pharmacist provide this service. These results are supported by results from a previous survey by Bright et al, in which only 43.2% of respondents indicated interest in meeting with a pharmacist for nutrition information.
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Marketing of our FNWM coaching program relies heavily on referral to the program during their annual AHRF. The fact that nearly 1 out of every 4 eligible respondents that received their annual AHRF had not heard of this coaching program, indicates this referral may not be happening appropriately. Programs that use AHRF along with additional health promotion services, such as ours, should verify that the AHRF providers are knowledgeable about the additional services offered and refer employees appropriately.
Our survey suggests a higher interest in participation among males, sedentary individuals, and non-pharmacists. However, the large amount of overall interest (53.4%) in future participation compared to the current program utilization rate of less than 1%, suggests that interest does not necessarily translate to active participation. Wing et al. reported that, although individuals who indicate interest in WHPPs are more likely to participate in the future, only 21% of those that expressed interest actually participated 6 months after the survey. 12 Although these individuals fitting these demographic characteristics could be targeted for recruitment; it would seem more beneficial to focus on reducing reported barriers for all potential participants.
Limitations
Given the response rate of 31.2%, there is a significant potential for non-response bias. 23 Those who responded may have had a greater interest in participation compared to those who did not respond, which may have influenced the high interest rate we observed. Our survey was sent via company email, and since a portion of the plan members did not have a company email address, the barriers and preferences of this group were not represented. Additionally, our study was conducted at one regional worksite, which may also decrease the generalizability of results to other regions or workplaces.
Due to logistical and privacy reasons, we were not able to refine the distribution list to include only those employees that met program inclusion criteria before sending the survey. Although our survey included an assessment of inclusion criteria, the self-reported nature of the responses used in our study may have introduced recall and/or reporting bias. Additionally, due to the design of our study, examining casual relationships between demographic groups and barriers and/or preferences was not possible.
Lastly, the survey allowed participants to provide additional comments after each section. Although no additional barriers emerged from the comments, not all potential barriers could be assessed with this single survey so some potential barriers could have been missed.
Conclusion
To ensure the success of a WHPP, it is important to offer programs that are suited for the employee population. This study set out to investigate what types of barriers were reported in a severely underutilized program and what eligible participants prefer. The two major barriers reported in this study were a lack of time and the use of other health improvement methods. A large amount of respondents indicated future interest in participation and referral of such employees to the FNWM coaching program should be improved during their annual AHRF. Respondents desired pharmacists to provide one-on-one, general education about nutrition, weight management, and vitamins/supplements. This study also provides some support regarding patient acceptance of pharmacists in innovative roles, such as fitness, nutrition, and weight management coaches as well as the continued expansion of pharmacists' role in these types of services.
These results will be used to improve enrollment in this WHPP and provide insight for other similar programs. Future programs should focus on creating flexible programming that can also be incorporated into other health improvement methods that patients may already be using. Future studies could evaluate integration of services by identifying what methods patients are using to improve health, as well as their individual or additive effectiveness. 
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